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This paper  reviews  recent  policy  initiatives  in  England  to achieve  the  closer  integration
of  health  and  social  care.  This  has  been  a  policy  goal  of successive  UK  governments  for
over  40  years  but  overall  progress  has  been  patchy  and  limited.  The  coalition  government
has  a new  national  framework  for  integrated  care  and  variety  of  new  policy  initiatives
including  the  ‘pioneer’  programme,  the introduction  of  a new  pooled  budget  –  the  ‘Better
Care  Fund’  – and  a new  programme  of  personal  commissioning.  Further  change  is  likely
as the  NHS  begins  to develop  new  models  of  care  delivery.  There  are  signiﬁcant  tensions
between  these  very  different  policy  levers  and  styles  of  implementation.  It is too  early
to  assess  their  combined  impact.  Expectations  that  integration  will achieve  substantial
ﬁnancial  savings  are not  supported  by evidence.  Local  effort  alone  will  be insufﬁcient  to
overcome the fundamental  differences  in  entitlement,  funding  and  delivery  between  the
NHS  and  the  social  care  system.
With  a national  election  set to take  place  in  May  2015,  all political  parties  are committed
to  the  integration  of  health  and  social  care  but  clear  evidence  about  the  best means  to
achieve  it is likely  to remain  as  elusive  as  ever.
©  2015  The  Author.  Published  by  Elsevier  Ireland  Ltd.  This  is an  open  access  article  under
Y-NC-Nthe  CC  B
1. Introduction
The closer integration of health care and social care has
been a policy goal of successive UK governments for over
40 years. A variety of policy and ﬁnancial tools have been
used but overall progress has been patchy and limited.
This is due to a variety of reasons including differences in
culture and ways of working, funding and accountability
arrangements and separate regulatory regimes that assess
the performance of individual organisations but not the
system as a whole. There is general agreement that current
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arrangements are complex and confusing and too often fail
to ensure that people receive the right services, in the right
place at the right time.
As most advanced western countries face the challenge
of an ageing population requiring better coordinated care
and treatment for a mixture of health and care needs, the
experience of UK in trying to develop integrated models of
care will be of interest to other countries. The devolution of
responsibility for health policy to separate administrations
in Wales, Scotland and Northern Ireland since 1997 has led
to increasing divergence of policy between these countries
[1]. This paper deals with developments in England only,
where the Government has adopted some new and dis-
tinctive approaches to promoting integration based on a
national framework for collaboration that supports local
solutions, offers stronger ﬁnancial incentives including
experimentation with different payment and contracting
mechanisms.
is is an open access article under the CC BY-NC-ND license
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In the UK social care generally refers to a range of
ractical support to meet needs that arise from ageing,
isabilities, physical and mental ill-health and problems
rising from drug and alcohol misuse. This usually takes
he form of residential and nursing homes, day centres,
quipment and adaptations, meals and home care. It also
ncludes the mechanisms for delivering services, such as
ssessments, personal budgets and direct payments (these
eing used by individuals themselves to arrange their own
upport).
. Background to current policy initiatives
The impetus for integration as a policy goal has been
riven by three major factors.
First, an ageing population and shifts in the pattern of
isease means that more people are living longer with a
ixture of needs – including complex co-morbidity, frailty
n very old age and dementia – that require coordinated
are from different professionals, services and organisa-
ions. Often this requires long term support closer to
ome rather than single episodes of care in acute hos-
itals. A different model of integrated care is needed
2].
A second factor has been the increasing fragmentation
nd complexity in how services are commissioned, funded
nd provided. Since the foundation of the NHS in 1948,
esponsibility for what we describe as ‘social care’ has
ested with 152 local authorities. Successive reorganisa-
ions have created new divisions and since the NHS and
ommunity Care Act 1990, 90% of publicly funded social
are services – such as care at home and residential and
ursing home – are provided by private and voluntary
roviders. The major reforms introduced by the Health and
ocial Care Act 2012 means that different parts of the NHS
nd care system – primary care, social care, acute hospitals,
ental health and community health services – are com-
issioned and funded separately and subject to different
overnance, accountability and regulatory regimes.
Finally there is the longstanding distinction between
HS care that is mostly free at the point of use and funded
hrough general taxation and publicly funded social care
hich is subject to a ﬁnancial assessment – a ‘means
est’. The growth in property and pension wealth has seen
ncreasing numbers of people who are expected to fund
he full costs of their care. The division between a free NHS
nd means tested care is causing increasing difﬁculties in
erms equity, efﬁciency and effectiveness [3] compounded
y reductions in local authority care budgets.
Successive governments since the 1970s have used
 variety of measures to achieve the closer integration
f health and social care including the creation of joint
lanning teams and committees; new types of organisa-
ion (‘Care Trusts’); additional legal powers to pool NHS
nd social care budgets and jointly commission services;
equirements for health bodies and local authorities to
gree joint plans and the encouragement of local initiatives
uch as multidisciplinary teams and shared patient records.
he ﬁnancial crash of 2008 and the election of a coali-
ion government in 2010 have created renewed interest by119 (2015) 856–859 857
policy makers in the importance of integrated care and how
it could be achieved.
The Government’s deﬁcit reduction programme sought
to protect the NHS from real-terms budget reductions
but a consequence was  substantial cuts in other depart-
ments, particularly local government where social care is
the largest controllable area of spending. There is a widen-
ing funding gap both for the NHS and social care and clear
evidence that services are heading for a ﬁnancial crisis [4].
This has focused renewed attention of policy makers and
politicians on the potential for integration to save money or
achieve better, more cost-effective outcomes with existing
resources. Although the major political parties agree that
integration is a key policy objective, there is less agreement
on the means by which this should be achieved.
3. Policy process
The overall legislative context for health and social
care in England is the Health and Social Care Act 2012
and the more recently enacted Care Act 2014 which place
duties on various organisations to promote integrated
care. The former heralded an extensive structural reor-
ganisation designed ostensibly to ‘liberate’ the NHS’ from
top-down centralised political control [5]. It created new
local organisations – clinical commissioning groups (CCGs)
to commission health care with the intention of a stronger
leadership role for General Practitioners. A new national
body – NHS England – was  created to run the NHS rather
than the Secretary of State for Health. The passage of the
legislation became mired in political controversy over the
emphasis on competition and concerns that this would lead
to private sector organisations playing a bigger role in the
provision of NHS services. A pause in the legislative pro-
cess and subsequent amendments placed a more emollient
emphasis on the importance of collaboration and a feature
of the legislation that enjoyed wide support was the cre-
ation of local authority-led Health and Wellbeing Boards
charged with bringing local partners around the table to
promote integration and oversee commissioning through
a local health and wellbeing strategy.
The Government has worked closely with health and
social care organisations to establish a new national pol-
icy framework for integrated care – Integrated Care and
Support: Our Shared Commitment supported by central
and local government, regulators and national representa-
tive organisations from the NHS and social care [6]. This
describes how national barriers could be overcome and
how local areas can use existing structures such as Health
and Wellbeing Boards to bring together local organisations
to achieve better integrated services.
4. Content of policy initiatives
The foundation of current policy is an agreed deﬁni-
tion of integration developed by National Voices, a national
coalition of health and care charities and embedded in
the ‘Shared Commitment’ framework. This deﬁnition is a
person-centred ‘narrative’ – “I can plan my  care with peo-
ple who  work together to understand me  and my  carer(s),
h Policy 858 R. Humphries / Healt
allow me  control, and bring together services to achieve
the outcomes important to me”  [7].
The ‘Shared Commitment’ document sets out a shared a
vision for integrated care and support so that over the next
5 years “this will become the standard model for everyone
with health and care needs”.
The Government’s principal policy to achieve integra-
tion is the Better Care Fund – £3.8b described as ‘a single
pooled budget for health and social care services to work
more closely together’ so that older and disabled people
are offered better, more integrated care and support [8].
The Fund will be introduced in 2016 and each local author-
ity and CCG must submit for approval a jointly agreed plan
setting out how they will use their allocation. The plans
are expected to include provision for 7 days a week care
services (to speed up discharge from hospital), a named
professional who coordinates each individual’s care; bet-
ter data and information sharing and joint assessment and
care planning.
Concerns about the impact of the Fund on NHS ﬁnances
have led to a tightening of the rules and a more centralised
and top-down approach to the management of the Fund
has been adopted. Plans submitted in September 2014 indi-
cate that local areas intend to pool £5.3b – higher than the
£3.8b envisaged originally – and are projecting in 2015/16
savings of £532 m and a planned reduction in emergency
hospital admissions of 3.1%. It should be noted that the
Fund represents a small proportion – less than 5% – of
England’s total spend on the NHS and social care.
The Government has also adopted another, separate
policy initiative in which local areas with ambitious and
innovative plans to develop integration at scale and pace
were invited to become ‘Pioneers’ – leading the way
by testing out new approaches such as different mod-
els of commissioning, new payment methods and sharing
progress with the rest of the country in return for tailored
support. From over 100 applications, 14 were selected and
announced in November 2013 and a further wave of 11
sites were announced in February 2014 [9].
In contrast to the relatively prescriptive approach
to the Better Care Fund, the pioneer programme aims
to encourage bottom-up innovation and stimulate local
experimentation in a way that avoids a national ‘one size
ﬁts all’ template. Each pioneer site has adopted a different
and distinctive approach to integrating services, including:
• Extending existing integrated teams to mental health and
primary care.
• ‘Connected care’ for older people with long term health
conditions and families with complex needs.
• Whole system redesign with GPs at the centre of care
coordination.
• Partnership with voluntary sector to promote indepen-
dence and prevent hospital admissions.
• Prevention and self care.
• Integrated local multidisciplinary teams.
• Integrated commissioning and contracting.Of particular interest will be the extent to which new
models of payment and contracting mechanisms can be
developed that offer incentives for care outside of hospital.119 (2015) 856–859
Another initiative is a new personal commissioning pro-
gramme  operated by NHS England which aims to give
individuals themselves – especially those with high levels
of need – more power to shape their own care and sup-
port. The programme will begin in 2015 for 3 years in 10
demonstrator sites.
A guiding principle is that individuals, with the right
support, are better placed to design and integrate their
own  care than statutory organisations. The proposed pro-
gramme  will have two core elements:
• A care model that will include personalised care and sup-
port planning, with the option of an integrated personal
budget (covering health as well as care needs) that could
be managed by the council, the NHS, or by a third party
provider (e.g. a voluntary sector partner); or by the per-
son themselves through a direct payment;
• A ﬁnancial model that is based on an integrated, “year of
care” capitated payment model which covers an alloca-
tion to providers for covering a whole range of services
for a deﬁned period of time rather than a single episode
of treatment [10].
A ﬁnal policy development which will affect the future
of integrated care throughout England is the publication a
‘Five Year Forward View’ for the NHS which describes new
models of health care delivery which break down the bar-
riers between primary, community and acute health care
[11]. 29 ‘Vanguard’ sites have been chosen to lead the devel-
opment of these new models of care [12].
5. Overall assessment
It is too early to assess the impact of current poli-
cies [13]. The under-achievement of previous integration
initiatives stems in part from lack of clarity of what inte-
gration was  aiming to achieve, so the adoption of a single
national deﬁnition of integrated care is an important step
forward. The overall evidence about integration suggests
that it takes time and requires organisational stability and
continuity of leadership – characteristics that have been
absent from the English health and care landscape in recent
years.
The Better Care Fund potentially is an important oppor-
tunity to bring resources together to address immediate
pressures on services and lay foundations for a much more
integrated system of health and care delivered at scale
and pace. But it has created risks as well as opportu-
nities. The £3.8 billion is not new or additional money
and will involve redeploying funds from existing NHS
services. The most recent independent assessment has con-
cluded that the Fund “contains bold assumptions about the
ﬁnancial savings expected from reductions in emergency
hospital admissions, which are based on optimism rather
than evidence, and implementation faces further hurdles
[14].
Some of the integration ‘Pioneers’ have made good
progress in integrating services but early evaluation sug-
gests that it is too soon to tell whether they will be role
models for the rest of the country [15]. Much will depend
on whether the pioneers will be allowed the time and
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reedom to evolve and innovate, especially if there is a
hange of government as a result of the 2015 general
lection.
In contrast to the ‘Pioneer’ programme which has
ncouraged locally driven, bottom-up innovation, NHS
ngland has adopted a much more prescriptive and top-
own approach to the delivery of the Better Care Fund
hich is driven by an imperative to reduce emergency hos-
ital admissions. The personal commissioning programme
s an entirely different approach again which rests on the
bility of individuals rather than organisations to integrate
heir own care. It remains to be seen how the inevitable
ensions between these very different policy levers and
mplementation styles will play out. It is not clear how the
reation of 29 Vanguard sites to develop new models of
are as part of NHS England’s Five Year Forward View will
elate to all of these existing initiatives.
A further area of risk is the deteriorating ﬁnancial cli-
ate facing the NHS and local government. It seems not
 matter of ‘if’ but ‘when’ a ﬁnancial crisis will occur and
t is not clear how politicians will respond to this. Expec-
ations that integration will deliver cash-releasing savings,
articularly in the short term, have yet to be supported by
ompelling evidence [16]. There is a strong case for a proper
ransformation fund with new money (unlike the Better
are Fund) to meet the double-running costs of moving to
ew models of integrated care [17].
The emphasis of current government policy is to enable
nd support local initiatives to integrate care. But no
mount of local ambition and energy will be able to
vercome some of the national barriers to progress. The
istinction between universal health care funded through
eneral taxation, and social care which is means tested
nd highly rationed, is becoming a bigger obstacle to
he true integration of the two services. A succession of
ndependent reviews have concluded that social care is
nadequately funded and this is placing further pressure
t the interface between health and social care, for exam-
le, in delayed hospital discharges or avoidable admissions
f older people to hospital.
Noting the fragmentation both of funding and orga-
isational responsibilities, the independent Barker Com-
ission – established by the King’s Fund to review the
ost-war separation of the NHS from social care – has
ecommended a new settlement that brings together all
ealth and care funding into a single, ring fenced budget
nd overseen by a single local commissioner [18]. It has
een suggested that Health and Wellbeing Boards could
ake on this role. Their progress in promoting integration
o far is uneven and a bigger role in commissioning would
eed substantial changes to their legal powers and duties,
apacity and expertise. A previous independent commis-
ion set up by the Labour Party has also endorsed the
oal of ‘whole person care’ [19]. It is difﬁcult to see how
adical changes of this kind could be achieved without
urther structural reorganisation for which there is little
ppetite.With a national election set to take place in May  2015, all
olitical parties are committed to the integration of health
nd social care but clear evidence about the best means to
chieve it is likely to remain as elusive as ever.
[119 (2015) 856–859 859
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